CanJPsychiatry 2015;60(6):284-293 Objective: To evaluate the mental health care needs perceived as unmet by adults in Quebec who had experienced depressive and (or) anxious symptomatology (DAS) in the previous 2 years and who used primary care services, and to identify the reasons associated with different types of unmet needs for care (UNCs) and the determinants of reporting UNCs.
Clinical Implications
• Our study shows a link between the level of need perceived as met or unmet and the evolution of a patient's mental health condition.
• Affordability of psychotherapy remains a major issue, although it is recommended by clinical practice guidelines.
• Knowing that one of the major goals of primary care is focused on the economically disadvantaged so that they can better access services.
Limitation
• Unmet needs are declarative and only measured from the patient's point of view. The study does not permit us to completely apprehend the temporality between the DAS, the perceived need, and the moment when the service may have been received.
C ommon mental disorders, such as anxiety and depressive disorders, are highly prevalent in Canada, yet less than one-third of adults with anxiety disorders and one-half of adults with depressive disorders actually seek care for these conditions from health professionals. 1, 2 Among the professionals consulted for anxiety and depressive disorders, GPs are consulted most often, 1 with over 20% of GPs' medical consultations each week devoted to these disorders. 3 However, being diagnosed with a mental disorder does not necessarily translate into a perception that there exists a need for mental health care. While a clinical needs assessment is generally guided by diagnostic criteria, epidemiologic studies, and psychometric criteria, the perception that there is a need for care-a key determinant of the consultation process for mental health reasons 4 person's perception of their own disorders, which is itself related to the level of psychological distress and functional impairment that they experience. [4] [5] [6] In 2000, Meadows et al 7 created a detailed questionnaire (that is, the PNCQ) to assess needs for care from the patient's point of view. The PNCQ has been used previously in adults suffering from common mental health disorders, [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] with studies revealing that, in industrialized countries, between 45% to 75% of patients with anxiety and depressive disorders consulting in primary care report that their needs are only partially met or completely unmet. 12, 13, 16, 20 Rates of met and unmet needs for care also vary by the type of perceived needs examined. For instance, over 80% of patients with common mental disorders report that their needs for medication are fully met, while only 5% report that such needs go completely unmet. 12, 13 In contrast, while psychotherapy is reported to be the most frequent perceived need regarding mental health care, 14 such needs are fully met in only one-half of patients 10, 12, 14 and completely unmet in 13% to 26% of patients. 12, 13 Other perceived needs, such as those related to health information and psychosocial interventions (for example, related to housing or employment), are also less frequently fully met. [12] [13] [14] However, only a few studies have focused on the predictive factors of the UNCs, 14, 15 with these studies only revealing that there is a link between declaring UNCs and suffering from a severe mental disorder or from psychological distress. 18, 20 Addressing UNCs, and particularly unmet treatment needs, is important, as people with untreated anxiety or depressive disorders are at higher risk of experiencing poor outcomes and recurrence of these disorders. 19, 21, 22 Further, the human and economic costs of such disorders are high, especially when patients are inadequately treated. [23] [24] [25] The objectives of the current study were to examine UNC in a cohort of primary care patients that had experienced DAS in the previous 2 years and to identify the reasons associated with different types of unmet needs and the determinants of reporting UNCs. A better understanding of these issues could help identify patients particularly prone to UNCs, and could potentially lead to a better allocation of resources in primary care. 14, 26 Résultats : Quelque 40 % des participants ont perçu des BSNC. La psychothérapie, mentale et les services étaient les BSNC les plus souvent mentionnés. Les principales raisons associées avec la mention des BSNC pour la psychothérapie et les interventions psychosociales sont: « n'a pas les moyens de payer » et « ne savait pas comment ni (comparés aux besoins comblés) sont de présenter une SDA élevée ou une SDA qui a augmenté dans les 12 derniers mois, de se percevoir comme étant pauvre ou sans assurance-maladie privée. 
Conclusions

Methods
Study Design and Participants
Our study uses data from the Dialogue project (2006-2010), a large, multi-component study that included a longitudinal cohort study examining the care experiences and mental health status of primary care patients with DAS in 15 local service network territories in the province of Quebec. 27 The cohort study was carried out in 4 phases, namely, an initial screening in the waiting rooms of 67 primary care clinics (T0) followed by 3 follow-up surveys carried out at 6-month intervals (T1, T2, and T3). The recruitment procedures are described fully elsewhere. 27, 28 between March and August 2008. Participants were eligible if they met the following criteria: aged 18 years or older; able to speak either French or English; seeking care for themselves from a GP, regardless of the reason; and their regular source for care was a clinic participating in the study. Among the 22600 eligible people encountered, 14833 completed the whole screening questionnaire (not only the PNCQ). Within 2 to 4 weeks of the screening questionnaire, 3382 eligible participants were contacted for completed the full interview and were eligible for entry into the cohort if they met the following criteria: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, diagnostic criteria for at least 1 of 5 common mental disorders in the previous 12 months (major depressive episode, generalized anxiety disorder, panic disorder, agoraphobia, or social phobia) as assessed by the CIDI 29 a short-form version of the CIDI, especially designed to be used in mail or telephone surveys, which has satisfactory reliability and internal consistency; or met criteria for one of the above diagnoses in the previous 24 months, as well as reported receiving a diagnosis for an anxiety or depressive disorder from a health professional in the previous 12 months, or reported medication use for 1 of the disorders in the previous 12 months, or during the previous week, demonstrated a high level of DAS 30 ; or a high level of anxious or depressive symptoms during the previous week, as well as reported medication use for 1 of the disorders in the previous 12 months, or reported receiving a diagnosis for an anxiety or depressive disorder from a health professional in the previous 12 months.
In total, 1956 people met these criteria and participated in the T1 interview. These people were then contacted again 6 months (T2, n = 1476) and 12 months (T3, n = 1288) 1288 participants who completed the T3 interview (online eAppendix 1).
Our study received approval from the research ethics committee of the Agence de santé et des services sociaux de Montréal and all regional authorities in the project. All study participants provided written informed consent.
Measures
Needs for care were assessed at T1, T2, and T3 using the PNCQ developed by Meadows et al 7 as part of the Australian National Survey of Mental Health and Well-Being. The PNCQ measures needs for care related to common mental disorders, as well as the reasons associated with unmet needs, from the patient's perspective. The types of needs assessed related to the following: information on mental disorders, and on the available treatments or services; medication; psychotherapy or counselling; and psychosocial interventions (that is, help related to housing, interventions). The PNCQ has been used extensively in populations with common mental disorders [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] and has demonstrated acceptable reliability and validity, with interrater reliabilities generally exceeding kappas of 0.6 and a multi-trait, multi-method approach lending support to the instrument's construct validity. 7, 31 Three somewhat different versions of the PNCQ were used, depending on the time of execution. The T1 questionnaire asked whether the respondent perceived that their needs were met, unmet, or whether they did not perceive any needs at all in the previous 12 months. Questionnaires at T2 and T3 measured 4 levels of needs during the 6-month period preceding the interview: no needs, needs fully met, needs partially unmet, or needs totally unmet. The reasons associated with perceived UNCs were based on a list of 7 to 12 multiple-choice questions, with the number of questions depending on the interview. Five of 7 essential items of the PNCQ were investigated at each interview: "preferred to manage yourself," "thought nothing could help," "didn't know how or where to get help," "were afraid to ask for help/what others would think," and "couldn't afford to pay." Nine other reasons were explored in only 1 or 3 of the 3 interviews.
Regarding measuring DAS, the HADS was used at T0, T2, and T3. The HADS consists of 2 subscales, 1 for anxiety symptoms and the other for depressive symptoms, each comprising 7 items. Each item is rated from 0 (no symptoms) to 3 (high severity). For each subscale, the cutoff score-8 or higher out of 21-corresponds to a probable anxiety or depressive disorder. 32 This score was used in the English and French versions of the HADS to demonstrate good psychometric properties. [33] [34] [35] Finally, participants' sociodemographic information (age, sex, education, marital status, perceived level of income, occupational status, urbanicity, whether the subject has a family doctor, and whether the subject has private insurance) was collected at T0 and T1.
Analysis
Descriptive analyses were used to assess rates of met needs and UNCs at each interview time period. Analyses related to types of needs were based solely on data obtained during the T3 interview. Reasons for UNCs related to health information and medication were analyzed using data from the T2 questionnaire, as these sections do not appear in the T3 interview.
Reasons for UNCs related to psychotherapy and each type of psychosocial intervention were analyzed using data collected at T3 because, in this interview, respondents could provide reasons for UNCs related to each type of psychotherapy or psychosocial service listed. Bivariate analyses were performed by cross-tabulating the UNCs related to health information, and those related to medication, with the different reasons proposed at T2. Lastly, at T1 there was one open-ended question related to reasons for UNCs beyond those proposed in the PNCQ; this was the only interview that included this type of question.
We examined the determinants of UNCs using multivariate logistic regression analyses based on needs for care receive services and who had not expressed any need for care were excluded from the analysis. The dependent variable was dichotomous: UNCs (either partially or totally unmet) compared with fully met needs. Selected independent variables were based on the literature, 11, 14, 15, 20, 34, 36, 37 and included sociodemographic characteristics and the evolution of DAS according to the overall HADS score. The sociodemographic variables included marital status, perceived level of income, education level, occupational status, whether the subject has a family doctor, and whether the subject has private insurance. The evolution of DAS between T0 and T3 comprised 4 categories: low DAS at both time periods; high DAS at both time periods; high DAS at T0 and low DAS at T3 (indicating improved mental health); and low DAS at T0 and high DAS at T3 (indicating a deterioration in mental health). P analysis were included in the model. Associations were Analyses were performed with IBM SPSS statistics, version 19, software. 38
Results
Sample Description
The sample of 1288 primary care patients with DAS was comprised mainly of women (74.7%) and had a mean age of 44 years (Table 1 ). Most patients lived with a partner (56.1%), in urban areas (54.4%), with a level of education at or above high school (54.6%), perceived themselves as (75.6%), and had access to private health insurance (69.3%) and a regular family doctor (84.9%). Close to 80% of the people who were part of the sample had a high DAS at T0, whereas this was the case for only 52% of patients at T3.
Perceived Needs for Care
At T1, 29% of the participants reported UNCs in the previous 12 months (Table 2) . At T2 and T3, UNCs in the previous 6-month time periods were at about 40% (44% and 40%, respectively). When needs are unmet, they are often totally unmet. At T3, 36% of patients reported totally unmet needs since T2, 4% reported that their needs were partially unmet, and 32% perceived their needs as met. Across the 3 time periods, between 56% and 71% of the patients perceived either that they had no needs or that their needs had been met.
Types of Unmet Needs
The types of UNCs-either partially or totally unmetmost mentioned by patients were related to psychotherapy, help related to employment, health information, and other services (Figure 1) . A range of 71% to 85% of patients reported no need for psychosocial interventions. Lastly, the needs most frequently met related to needs for medication.
Reasons for Unmet Needs
The reasons given for UNCs vary by the type of need (Table  3 ). For patients reporting information needs at T1, the reasons relate mostly to accessibility issues: didn't know how or where to get help, and unavailable services (48% associated with the needs for medication at T1: "couldn't afford to pay" and "preferring to manage by oneself" (55% and 48%, respectively). At T3, the main reasons associated with unmet needs for psychotherapy consisted of "couldn't afford to pay" or "preferring to manage by oneself" (29% and 23%, respectively).
The main reason associated with UNCs related to psychosocial interventions consisted of not knowing where to look for help (from 21% to 35%, depending on the type of help). Regarding help to take care of oneself or home, or help to improve ability to work, there were 2 recurring reasons for UNCs: "couldn't afford to pay" (25% and 18%, respectively) and "preferring to manage by oneself" (20%, in both cases).
Lastly, the open-ended question revealed 17 responses associating UNCs-regardless of service typeand included dissatisfaction with the services received as well as 15 responses related to people being denied a service.
Factors Associated With Unmet Needs for Care
The factors associated with reporting UNCs at T3 (n = 915) are as follows: to have high DAS at both T0 and T3 (OR 4.0; 95% CI 2.5 to 6.3; P < 0.001) or DAS that increased between T0 and T3 (OR 2.8; 95% CI 1.4 to 5.3; P = 0.002), which suggests a deteriorating mental health (Table 4) . Response to the open-ended question at T1
Needs for information and drugs were questioned at T1, where the motives were posed for all of the needs UNCs were also associated with perceiving oneself as economically poor or very poor (OR 1.7; 95% CI 1.2 to 2.4; P = 0.005) and not having private health insurance (OR 1.5; 95% CI 1.0 to 2.1; P = 0.04).
Discussion
The results of our study should be interpreted by considering the following limitations. First, respondents had a more observed in participants in population health surveys (regarding income and access to private health insurance and to a regular family doctor). Second, the PNCQ was applied differently across the 3 patient interviews, which limited our ability to evaluate trends over time in met needs and UNCs as well as in the reasons for UNCs. For example, that UNCs were higher at T2 and T3 than at T1 could be because the PNCQs used at T2 and T3 focused on the level of the need for each type of help, whereas questions posed at T1 were more general and included an open-ended question. At T2, because the questions addressing reasons for UNCs were asked in a multiple-choice format for all of the types of UNCs, it does not allow us to know, with certainty, the reasons associated with information and drugs. Third, the PNCQ evaluated perceived needs for care in periods of 6 and 12 months, whereas the HADS examined symptoms of depression and anxiety in a 1-week period. As such, associations between perceived UNCs and a patient's DAS should be interpreted with caution. Lastly, UNCs were self-reported and may be subject to memory or social desirability biases. 39 Despite these limitations, our study sheds important light on UNCs among primary care patients with anxiety and patients with high DAS at both T0 and T3, as well as patients with deteriorating mental health between these interviews. The results about the deterioration of mental health associated with UNCs in particular are consistent with the results on care needs that were professionally assessed. 22 Several studies have also shown that people perceiving UNCs have symptoms that are more severe than people without perceived needs for care, 20 as well as higher distress. 40, 41 Consistent with previous studies conducted in the general population and among users of primary care services, 1, 10, [12] [13] [14] [15] 19 needs related to psychotherapy are more likely to be perceived as unmet, and needs for medication as met. This is consistent with a high psychotropic consumption in Quebec, 1 where their access is easy (that is, cost and prescription). Needs for information on mental health and services are partially met. In Quebec, information on mental health is available in clinics; however, it seems to lack information on services, such as effective therapies and how to get access. 1 Statistics for psychosocial interventions vary greatly, depending on the studies and the type of help, 10, 12, 15, 18 which seems to be related to the supply of countries studied.
Our study shows that "preferring to manage by oneself" is a reason associated with several types of UNCs, but not the main one, contrary to what most literature claims. 1, 8, 18, 36, 42, 43 This difference appears to be due to the methods of analysis where the T3 PNCQ asks about the main reason behind the UNCs, whereas the studies that are also leveraging PNCQ show the response rates to multiplechoice questions and do not usually distinguish between the types of needs. 1, 8, 36, [42] [43] [44] Additionally, it seems that the "prefer to manage by oneself" reason is secondary to other causes, notably not knowing where to look for help or [44] [45] [46] Among the reasons for UNC, "didn't know how or where to get help" is often related to this response, as it could be driven by various factors, including: is the care accessible or available? If so, do patients receive information regarding these services? Do patients understand their disease enough to seek out appropriate services? Clearly, this result points to a need for more research to better understand this particular reason for UNCs. Lastly, we can assume that if the reasons highlighted by the open-ended question (that is, "dissatisfaction with services" and "denied services") had been presented as multiple-choice items, their prevalence would have likely been higher.
We also observed associations between perceived UNCs and not having private social insurance and perceiving oneself as economically poor or very poor. This suggests related to psychotherapy and psychosocial interventions, as has been highlighted by other studies. 1, 14, 45, 47 In Quebec, these services are in short supply in the public sector. Psychotherapy can be sought in the private sector, but this is not reimbursed by public health insurance. Though private health insurance may cover psychotherapy, only one-third of Quebecers 48 have such insurance. Surprisingly, almost 70% of our participants had access to private insurance yet still reported unmet needs in psychotherapy, which could indicate that their insurance did not cover an adequate number of therapy sessions (insurance usually covers 4 sessions, while clinical practice guidelines recommend a minimum of 6 sessions). 49, 50 Since 2007, a program consisting of dispatching psychologists to Local Community Services and Health Centres was deployed as part of the Quebec's Mental Health Action Plan 2005-2010 launched by the Ministry of Health and Social Services. 51 However, these public clinics only reach part of the population: in our sample, at least 22% of the respondents sought care from a Local Community Services and Health Centre, regardless of the reason, and the prevalence of the general population indicates that just 1.1% of adult Quebecers sought care from a Local Community Services and Health Centre for mental health disorders. 1 Despite their effectiveness and that they are endorsed by practice guidelines, 49, 50 and despite the efforts initiated by Quebec's Mental Health Action Plan, 51 the economic barrier to psychotherapy access remains a major problem.
Conclusion
Our study shows a link between the level of need perceived as met or unmet and the evolution of the patient's mental health condition.
To reduce UNCs and alleviate their human and economic impact with patients who consult in primary care, several solutions can be considered. It would be important to improve the accessibility to psychotherapy 52,53 by making it a service included in universal health coverage. It would further allow treatment to be more available to people who are economically disadvantaged, thereby potentially contributing to the reduction of health inequalities. 54 Further investigations into needs related to psychosocial warranted. Such studies should compare said needs to available services and to the degree of cost reimbursements in the areas where these people live.
Knowing that good communication between patients and health professionals is a determining factor in improving access to care, 14, 15 and that a patient's choice regarding their treatment has a positive effect on the remission of the symptoms, 54 it is imperative that patients be consistently asked about their needs and preferences and that a solution be jointly sought. 14, 55 
